Introduction
For 12 years, there has been a minimum quantity regulation (Mm-R) in Germany for certain elective services. Many hospitals still fail to meet these targets and still maintain their patient care offer in this area. However, mortality in hospitals that do not comply with the Mm-R is clearly higher; a strict implementation of the Mm-R and a further specialization of hospitals for certain elective interventions could clearly improve quality of care with fewer complications and deaths [1, 2] . The question posed in the title would therefore be clearly rejected. In order to illustrate further need for action, the following points will be addressed in the following literature with reference to scientific data: -Volume-outcome relationships in surgery -Surgical oncology -Bariatric surgery -Volume-outcome relationships in other procedures -Minimum volume standards in residency (education in surgery) -Operation catalogs with reference numbers as minimum numbers -Surgery is more than operating -Minimum quantity regulation pursuant to § 136b paragraph 1 sentence 1 no. 2 SGB V -'Failure to rescue': The handling of complications is important -Specialization and center formation -Certification criteria for surgical societies -Competence Center, Reference Center, and Center of Excellence -Conclusion
Volume-Outcome Relationships in Surgery
A link between high volume and good quality is empirically well documented. Luft et al. [3] set up a 'volume-outcome hypothesis' Keywords Surgery · Volume-outcome relationships · Minimum volume standards · Minimum quantity regulations · Failure to rescue · Center formation · Certification criteria
Summary
The quality of surgery is directly dependent on the quantity, more specifically, on the number of operations performed at a given hospital as well as on the designated surgeon. This fact is supported by numerous studies and meta-analyses that will be presented in the following text. Most of the convincing data for complex procedures can be obtained from visceral (upper and lower gastrointestinal) surgery studies. Mortality of large oncological procedures, such as esophageal or pancreatic surgery, can be reduced by 50% if a certain number of interventions are guaranteed per year. Centralizing these operations performed by specialized surgeons is the key to success. This also ensures that the minimum volume amounts within a given hospital are well above the required levels, thus enabling to teach the necessary expertise step by step. The obligatory 'learning curve' for complex interventions cannot be completed within the framework of reference figures during residency training. Together, surgeons and their respective societies have introduced a proposal for efficient case-oriented centralized surgery. Whether 'we are there yet' in surgery will depend in the end on how these efforts will be incorporated into administrative requirements and the guidelines that will then be implemented across the board.
for the first time in 1979 and thus pointed out that case numbers and quality of results in medicine correlate. The surgical subjects or procedures are overrepresented here. The most comprehensive and validated data regarding their effects on patient care are available for visceral surgery (surgical oncology, colorectal, hepatobiliary and pancreatic as well as upper gastrointestinal surgery) and especially for oncological surgery.
Surgical Oncology
In the fundamental work of the group of John Birkmeyer, the relationship between quantity and quality was demonstrated both at the hospital level and at the surgeon level for a variety of complex surgical procedures [4, 5] . The analysis was carried out on 2.5 million Medicare patients (1994-1999) with 14 surgical procedures (8 cancer operations, 6 cardiovascular procedures). They defined separation variables (5 cases with quintile formation) and mortality (hospital mortality or 30-day mortality) with risk adjustment using patient characteristics. The case-number effect was most pronounced within the complex esophageal and pancreatic resections ( fig. 1) .
The definition of low-and high-volume centers is extremely different in the American literature, with extremely low numbers of cases in the individual quintiles that are hardly transferable to German hospitals and departments [6] .
In 47 systematic reviews, a clear statistical link between the riskadjusted 30-day mortality and the number of cases of the institution was shown [7] . For example, a 'high-volume' effect can be regarded as proven for many areas of highly specialized surgery [8] . It is less likely to reduce the occurrence of severe postoperative complications but rather the mortality through improved complication management, i.e. dealing with and mastering complications (see chapter on 'Failure to Rescue'). Also for Germany, such statistical connection was found for various complex interventions [9] . In 35 systematic reviews, including 32 with surgical indications, a volume-outcome relationship, 26 of which were related to the hospital and physician, was demonstrated [10] . The strongest correlation existed in high-risk interventions. In smaller procedures, which are associated with a low operational risk to begin with, the data situation is significantly poorer.
In all studies which investigated the correlation between the number of cases and the quality of the results so far, a curve-linear relationship was discovered. The higher the number of cases, the more likely good treatment results were achieved. The majority of studies investigated the correlation between case number and outcome quality with the endpoints 30-day mortality or hospital mortality. During the past 15 years, this effect has also been confirmed for a variety of different surgical procedures (e.g. aortic aneurysm, breast cancer, gastrointestinal tumors, vascular interventions, and transplants) [4, 7, 11, 12] . In addition to mortality, other surrogate parameters must be used for assessment, such as complication, reintervention and resuscitation rates and, last but not least, efficacy [13] [14] [15] [16] . Thus, the case-dependent outcome quality, measured with hospital mortality, also correlates with the resuscitation rate after discharge within 30 days. Approximately 1 of 7 patients who are released from the hospital after major surgery will be readmitted within 30 days [15] . This rate is significantly lower in high-volume than in low-volume hospitals, which is important not only in the context of linked pay-forperformance models but also in high-risk cases, especially of elderly tumor patients, with high clinical relevance ( fig. 2) [15, 17, 18] .
The experience in Germany is not much different [1, 19] . Through such analyses, reliable knowledge can also be acquired for health and distribution policy discussions. An example is the situation in pancreatic surgery. Evaluations of the DRG (diagnosis-related groups) data show that considerable published data from German hospitals are too optimistic. An overview of 58,000 patients aged 20 years or more had a hospital mortality of 10.1%, while published studies of individual hospitals reported a mortality between 0 and 7.8%. The complication rates and the ratio of reoperations (20.2%) are also remarkable. In one quarter of German hospitals, only 1-2 pancreatic resections were performed each year. The adjusted mortality rate in hospitals with a case rate equal to or above the minimum levels for complex interventions of the esophagus and pancreas was significantly lower than in hospitals below the minimum. Similar results have been demonstrated in a recent study on pancreatic surgery with 10,000 AOK (German common health insurance) patients who were operated in 683 hospitals. In the institutions which had performed only eleven such interventions in 3 years, mortality during the first year after surgery was 50% higher than in the quintile with the most operations (34.4 vs. 23.3%) [20] .
Bariatric Surgery
Because of its increasing importance, bariatric surgery is also regarded as a possible 'candidate' for Mm-R. The 'GEK Report Krankenhaus 2016', which has just been published, has been devoted to this focus [21] . Since 2006 the interventions in obese patients (bariatric operations) have multiplied by a factor of eight [21] . Because of their concomitant and secondary illnesses, and also commonly restricted cardiopulmonary reserve, these patients are high-risk patients. Special attention is therefore paid to the quality of these interventions or to quantitative differences in the results of the different surgical procedures, particularly in the more effective, but also riskier methods such as gastric bypass and its variants with a correlation of procedure-specific skills of the surgeon and the complication rate ( fig. 3 ) [22] [23] [24] .
Volume-Outcome Relationships in Other Procedures
Systematic reviews show that there is data on the importance of minimum quantities for each type of surgery [8] . For most procedures, at least a moderate relationship between hospital performance and outcome quality can be found. Exemplary, below some more recent analyses can be found:
Goiter Surgery
The risk of permanent vocal cord paralysis after thyroid surgery decreases with the number of cases of the treating hospital [25] . The best results (study in 17,000 patients operated by about 5,000 surgeons) are achieved at an annual operating frequency of the surgeons of over 25 [26] .
Vascular Surgery
Hospital mortality is an essential quality parameter for endovascular and open procedure of abdominal aortic aneurysm (AAA) [27] . Routine data can very well be utilized for the analysis of volume-outcome relationships. Of particular importance are correct patient selection and a multidisciplinary treatment approach. Under the aspect 'failure to rescue' (see above) a close relationship between 30-day mortality and hospital size was found for the open AAA procedure [28] .
Thoracic Surgery
Based on data from the USA and the UK, a case-correlated lower complication rate was demonstrated for resections of lung cancer, with the infrastructure of the hospital and the availability of specialists being decisive [29] .
Transplantations A key factor in liver transplantation is the complication management and a standardized approach in interdisciplinary cooperation as offered by a high-volume center [30] . Training of the surgeon and his/her experience level have a unique influence on the early results after renal transplantations [31] . There is also a definite relationship between center volume and mortality in heart transplants [32] . Heart transplants in Germany are not under the influence of Mm-R yet. It is therefore all the more remarkable that the Joint Federal Committee (Gemeinsamer Bundesausschuss (G-BA)), with reference to repeated abnormalities in regard to the mortality after heart transplantations at the University Hospital of Frankfurt/Main, has forbidden heart transplantations altogether, also referring to the low number of cases of lastly four per year [33] .
Minimum Volume Standards in Residency (Education in Surgery)

Operation Catalogs with Reference Numbers as Minimum Numbers
Above all, surgery requires well-trained surgeons for high quality and safety standards. The impact of an Mm-R with a consecutive case concentration in appropriate centers is therefore to be considered not only with regard to comprehensive coverage but also with regard to the consequences for surgical training [34, 35] . The Guidelines for Residency Education Regulations ((Weiterbildungsordnung (WBO)) contain guidelines for diagnostic and therapeutic techniques of the respective areas. They provide clear guidelines and transparency as to which quantity frameworks are the basis for the detailed requirements [36] . These numerical requirements are merely empirically defined reference numbers, the fulfillment of which is a minimum requirement. Surgical residents and attending surgeons are also accustomed to dealing with minimum numbers for which there is no evidence base. Nevertheless, an Mm-R with its effects on case rate concentrations and structural changes on residency programs is discussed intensively among medical professionals. In addition to a restriction of the possibilities of residency training (regional, temporal, content), there is a fear of a shifting and fragmentation of residency training with the classification of specialists of different competences and with a limited range of skills. Thus, it is argued over and over again that for reasons of residency training and an attractive offer for residents, complex procedures such as esophageal and pancreatic resections as well as gastrectomies or AAA cannot be discarded even if the annual number of cases is small. The typical argument being: 'If we are not allowed to operate on an elective AAA anymore, we will have problems with the emergency of a ruptured aneurysm.' This is barely acceptable from a patient's view. The consequence is also a loss of attractiveness of the hospital for patients and referring physicians [37, 38] . In order to realistically evaluate possible residency programs or the availability of complex operations for advanced training, the annual case numbers of maximum providers were evaluated in Munich and Augsburg [39] . According to the former residency program guidelines in Germany (WBO), the reference numbers for each surgical procedure, which were demanded by the surgical societies themselves, could not be implemented in the reality of daily clinical care. In recognition of the fact that highly specialized and complex visceral procedures could not be provided in all the necessary departments for the purpose of training, and that not all of the upcoming visceral surgeons had to know how to perform these procedures, more complex interventions were removed from the guidelines and a new supplementary training 'special visceral surgery' was created [36] . Even in this new specialized visceral surgery fellowship, however, the resections on the esophagus are no longer required. The discussion of this 'catalog clearance' is therefore important, since the argument that a service provided below the Mm-R cannot be discarded as reasons for residency education are lacking formal evidence (see below).
Surgery Is More than Operating
If risk-adjusted complication rates are clearly correlated to individual experience and the intervention-specific skills of a surgeon, surgery and the surgeon should not be reduced to the work with the scalpel. An increasing specialization of the surgeon and the accompanying infrastructure needs to be taken into account; an interdisciplinary cooperation is essential. Objective criteria are taskallocated patient care with interdisciplinary coordinated concepts, shortening of the length of stay by means of structured processes that are primarily based on the quality of care and patient safety, and a stringent treatment management of preoperative performance planning up to the patient's discharge. Successful surgical treatment today is more than ever dependent on the basic conditions and, above all, on the extent to which we are in a position to adapt to the demands that lie outside our actual surgical core competence [35] . The future professional development and the changing hospital structures are closely linked. There is no doubt that in a subject such as surgery, there is also a demand for craftsmanship and manual skill with the particularly relevant 'practice makes the master' principle. Therefore, there must be sufficient time for exercise not only during residency training but also during later professional life in order to maintain quality. In order to achieve this, a certain critical amount is necessary. On the way to a competent surgeon, the definition of professional competences, which describe the profile of the knowledge and skills to be acquired at the end of the clinical development, should be conceived as a bridge between surgical training and subsequent clinical maturation towards a self-responsible surgical professional.
The necessary 'learning curve' for a relatively rare but technically demanding operation such as esophagectomy is therefore not to be completed within the framework of reference figures during residency or fellowship. A realistic number, supported by a study with the aim of halving the mortality, is the requirement of 15 of such operations. A plateau of optimized long-term results in esophageal carcinoma was achieved only after 35-59 operations [40] : Between 1987 and 2010, 139 surgeons performed 1,821 esophagectomies. The success rate and endpoint of the study were the patients' mortality rates after 30 days as well as after 1, 2 and 5 years. The endpoint of the learning curve was reached when the mortality of the patients did not decrease with increasing number of operations. At 30-day mortality, which assessed the technical success of the operation, the surgeons reached the end of the learning curve after 15 operations. At this time, the mortality of the patients had decreased from 7.9 to 3.1%. In the long-term results, which were also influenced by the detail of the operation and in particular the complete removal of the lymph nodes, the plateau was reached after 35-59 operations. Different learning curves for three further standard procedures are shown in figure 4 [41] .
Minimum Quantity Regulation in Accordance with § 136b (1) Sentence 1 no. 2 SGB V
In 2004, the Mm-R came into force. Because of this about a quarter of all acute care hospitals were affected nationwide. On the side of the medical professionals, there was an in-depth debate on the benefits and risks of establishing explicit minimum case numbers and the associated promotion of centralization and care by specialists [6, 37, 38] . The Joint Federal Committee (G-BA) established the procedures involved, including the required number of cases (per hospital and/or doctor) in a catalog [42] . Some minimum quantities have in the meantime been raised while others have been added to the catalog (table 1). With the regulation for the care of early and newborns and for stem cell transplants, there are only two Mm-R for non-surgical procedures.
In a principle judgment of the 3rd Senate of the federal social court of justice (Bundessozialgericht (BSG)) from September 12th, 2012 on the setting of minimum amounts for total knee replacement, the essential elements of the legal framework of the G-BA were confirmed [43] . The complaint lodged by a hospital against this Mm-R of the G-BA was declined by the lower court (Landessozialgericht (LSG)) Berlin-Brandenburg (AZ: B 3 KR 10/12 R). In particular, it was to be clarified by the LSG whether the determination of the minimum amounts to 50 interventions per year was legal. According to the G-BA, minimum levels are an integral part of quality assurance and targeted management of hospital treatment -and will continue to do so. This clarifies that the definition of minimum amounts with a defined threshold is a normative process which is based on these two criteria [43] . The quality of the treatment outcome of elective services is already dependent to a certain extent on the quantity of the services provided, if there is sufficient scientific evidence that links case amount to quality [44] .
'Failure to Rescue': The Handling of Complications Is Important
There is a significant correlation between number of cases and morbidity in operative procedures on the upper and lower gastrointestinal tract. However, this does not correlate with mortality in a linear fashion (fig. 5) . The term 'failure to rescue' attempts to take into account that it is not the occurrence of complications per se but rather the handling of these that is important. It also describes the disease-specific mortality after operative interventions as an important hospital quality parameter [45] [46] [47] [48] . The use of trained personnel and specialization in intensive care units are also crucial [49] . When using inadequately trained staff in intensive care units, the rate of reintubations (2.4-fold), acute renal failure (7-fold), lethality (3.5-fold), and treatment costs (1.6-fold) increase substantially [13] . A large multinational study shows the importance of adequate and, above all, early-stage induced intensive care [50] . In Europe, significantly more people die after an operation than previously thought. Almost three quarters of patients who died postoperatively were never transferred to an intensive care unit. Often the hospital does not recognize which patients particularly need intensive care after the operation. The introduction of 'rapid response teams' is associated with fewer cardiopulmonary failure, unscheduled readmission to the intensive care unit, and mortality of patients in hospitals [51] . Early detection of deterioration of the patient's health and subsequent preventive measures are key to survival.
Almost 90% of all deaths refer to those 20% of patients who have the highest risk [48] . Quality of care is also reflected in how quickly a patient regains the ability to live independently. Patients who have been operated in a colorectal high-volume center recover more quickly and have double the chance of being released directly to home rather than into a care facility compared to a low-volume hospital [52] . Complications after a cancer operation also affect long-term survival. There is a link between complications and reduced long-term survival [53] . Anastomotic insufficiency, excessive blood loss, and (abdominal) sepsis were associated with reduced 5-year survival. An increase in the number of complications had no additive effect. Cost-carrier calculations also show that, for example, pancreatic resections can only be performed cost-neutrally in centers with a low complication rate. In the case of complications, not only the length of stay but also the average overall costs increases significantly [54] .
The organizational structure of the hospital (teams, tumor board, and emergency care) with a high-performance intensive care unit, emergency diagnostic tools, and the possibility of interventional measures is more important than the single hospital experience. These requirements are expected to contribute significantly to the improvement of the treatment of intestinal carcinomas to the best possible quality level, thereby leading to a further prognosis improvement [55] [56] [57] .
Specialization and Center Formation
Particularly in the case of visceral surgery, specialization and center formation are an important prognostic factor in addition to the individual surgeon [58] . Reports from the countries in which the centralization has been carried out in the case of complex operations support this fact [59] . Between 2004 and 2009, the proportion of hospitals that performed more than 10 pancreatic cancer surgeries per year in the Netherlands increased from 50 to 90%, and the death rate after the surgery halved in the same period (from 8 to 4%). A centralization of esophageal surgery with a minimum of 20 resections/center/year reduced the morbidity and mortality in esophageal cancer by a quarter and also practically halved in the case of gastric cancer since 2011. Highly specialized departments (such as centers for the upper gastrointestinal tract) were centralized in a process developed by the Dutch Surgical Society together with the cost-carriers and the Ministry Quality Program (Dutch Upper GI Cancer Audit (DUCA)) with mandatory participation in a registry. Similar favorable experiences exist within colorectal cancer surgery since 2009, having been created under the leading participation of the surgical professional society, none the least because of the enforcement of interdisciplinary multimodal therapy concepts that are relevant for long-term prognosis [56, 60] . Comparable results come from the USA. In more than 3 million patients it was shown that colorectal operations have become safer through centralization. The 'Leapfrog Group', a large hospital carrier, is a vehement advocate of minimum amounts and dictates these to its members [61] . Based on this Mm-R an impressive reduction of deaths was reached. Other hospital groups in the USA have also made similar suggestions (table 2) .
In Sweden, a number of rectal cancer registries, which had been recording lots of data over the years, showed that centralization is an independent prognostic factor [62] . The recurrence of the tumor in the small pelvis was reduced from 8 to 3.5% and the survival of the patients increased from 38 to 61% after 5 years. This went hand in hand with further improvements of important parameters in the treatment of cancer. There are different results on the extent to which these developments are caused by the centralization, i.e. by a higher rate of adjuvant chemotherapies [63] [64] [65] . Liver resections for the curative treatment of metastatic colorectal cancer are performed three times as frequently in tertiary hospitals [66] . If one considers qualitatively significant parameters required in the S3 guideline for intestinal cancer surgery, a favorable effect of center formation is shown by comparison of the benchmark data of the gastrointestinal centers certified by the German Cancer Association with those of the General Clinical Cancer Registry (table 3) [67] .
A volume-outcome relationship is defined not only by the number of cases in a hospital or department but also by the degree of specialization and the caseload of the individual surgeon [68] . Most studies consider a volume-outcome relationship of the hospital and the doctor [8, 10] . The factor physician is to be weighted differently in comparison to the importance of the clinical case quantity for the individual types of interventions [69] [70] [71] [72] . The best results are obtained, as expected, from high-volume surgeons in a high-volume hospital (table 4) [11] .
In an effort to measure the quality of surgical work quantitatively, the so-called 'intervention-specific volume' (procedure-specific volume) was defined [72] . It is calculated as the quotient of the number of defined interventions performed by a surgeon and the number of all operations. In this regard, the 30-day mortality of nearly 700,000 patients from 2008 to 2013, which had been operated by a total of 25,000 surgeons, was investigated. The surgeons performed one of eight interventions: carotid endarterectomy, coronary artery bypass, heart valve replacement, AAA surgery, pneumonectomy, cystectomy, pancreatectomy, or esophagectomy. The average specialization within the meaning of procedure-specific volumes ranged from 6% in esophagectomy to 40% in bypass surgery. Within the individual procedures, the degree of specialization with regard to the least and the most specialized surgeons varied between 0.1 and 43%. Risk reduction due to higher specialization fluctuated between 15% (bypass surgery) and 46% (valve replacements). In five surgeries (carotid endarterectomy, valve replacement, pneumonectomy, cystectomy, and esophagectomy) the risk of death was reduced more by specializing than by the operation volume. This was shown for the surgeon for the respective procedure and, in itself, the more operations had been performed, the better the outcome resulted. Risk factors of the patients were taken into account in the calculations.
Certification Criteria of Surgical Societies
Switzerland has defined highly specialized medicine by analysis of statewide numbers and made specifications that include detailed requirements for the structural and process quality, which to a significant extent also include minimum amounts [73] . In the field of intensive care, the criteria of the society (Swiss Society for Intensive Care Medicine (SGI)) are used to evaluate the structural quality. [67] Overall, the concept of the list of criteria is very similar to the certification process of the German Society of General and Visceral Surgery (DGAV) [74] . In a graded certification scheme, the DGAV has outlined both structural requirements and Mm-R [74] . The determination of competence levels is carried out in three stages, depending on the personnel and material equipment, the clinical experience, the training capacity, and scientific activity: competence center, reference center, and center of excellence.
Competence center is defined as a department whose personnel and factual equipment and experience ensure a good quality and, if available, a guideline-appropriate treatment. In addition to the conditions applicable to a competence center, a reference center has resident training and scientific work opportunities. A center of excellence is one of the leading and largest facilities in clinical experience, personnel, and factual equipment as well as scientific work in the respective field ( fig. 6, 7 ) [74] .
From the German Surgical Society's point of view, it is particularly exciting that the quality assurance programs as well as the center certification process, currently new in the field of bariatric surgery, are recognized by the public and especially by the costcarriers [21] . In Germany, many patients are still referred to suboptimal hospitals; there is a big gap between the conscientious requirements and the reality of care. A stronger specialization does not necessarily lead to a demise of hospitals. Through cooperation of hospitals, it is possible to provide more efficient services. Basic and emergency care are also not affected if the specialization is re- Criteria for center certification. Minimum intervention numbers, which must be documented in two reference years (modified from [74] ). stricted to elective interventions. For the latter, many patients are willing to accept farther travelling distances. However, there is still a considerable need for action with regard to a performance concentration in the respective equipped hospitals. The minimum amounts laid out so far must be observed and controlled, and the regulations should be extended to other indications [2] .
Conclusion
A minimum amount of cases helps to ensure and increase patient safety and treatment quality. However, an exact threshold value with separation accuracy for poor quality (below) and good quality (above) cannot be established based on scientific evidence. This definition remains a normative act which cannot only be based on surrogate parameters such as reference values from the external quality assurance programs but it must also be in line with a supply control ( fig. 8) .
In a systematic literature evaluation of the volume-outcome relationship, a supposed contrast between minimum amounts and evidence was discussed extensively, with the conclusion that the results of the analyses were ambiguous [8] . The setting of minimum quantities could lead to the exclusion of hospitals which ensure good quality of care. However, the alternative of setting no minimum quantity has the disadvantage that patients are treated with poor quality in some hospitals. It has already been emphasized several times that this is not just the outcome of the hospital's procedure but that structural and procedural conditions have a pivotal role.
In response to the question posed in the title, i.e. 'Minimum quantities in surgery -are we there yet?', the surgical societies have already taken on the subject of the required number of cases with the development of suitable center and certification structures, but what is lacking in the sense of effective supply management is the introduction of a regulatory framework for the structuring of such centers and their certification [74] [75] [76] . Binding requirements, such as those developed by the DUCA or the Dutch Surgical Colorectal Audit, have to be created by the surgical societies, health insurances, and federal institutions [53, 56, 60] . The Institute for Quality Assurance and Transparency in Healthcare (Institut für Qualitäts-sicherung und Transparenz im Gesundheitswesen (IQTiG)) is bound to establish these criteria.
It is a daily confirmed surgical experience that good results of complex interventions in addition to correct indication and procedure selection do not only require excellent manual surgical skills (availability of specialists as an expression of structural quality) but also, above all, a high process quality. This can only be ensured by constantly training all relevant specialists and professional groups in relevant centers [71, 77] . Thus, as an appeal to one's own profession, there is a further need for action, which is self-restraint in selfresponsibility but also the implementation of regulatory requirements [5] . 40% of surgeons in the USA have abandoned 'high-risk procedures' on their own; the mortality decreased from 9.8 to 3.2%. For AAA with 18,500 cases/year, 464 lives could be saved by limiting these procedures to hospitals with at least 30 cases/year [78] . Last but not least, there is also the insight that 'high-risk procedures' cannot be stated in the form of indicative figures in the residency education catalogs, and that the training argument as well as the lack of competition are not acceptable as an argument for a performance below the recommended minimum case amounts [79] . It is also necessary to have an open and transparent approach to the affected care providers. In Switzerland, for example, hospitals or departments excluded from the provision of highly specialized surgery are being published including the relevant reasons [73] .
From extensive research with the available data and evaluation of a surgical clinician, a personal assessment should be allowed: No surgeon would select a low-or even ultra-low-volume hospital for him-/herself or his/her relatives. If, on the basis of personal responsibility for our patients, clever self-assessment and self-restraint would dominate rather than endless discussions about an unexplained evidence base of minimum amounts and thresholds, such a paper would not have to be written, because it ultimately is a matter of common sense.
That it must be written nevertheless indicates that self-understanding is not self-evident. When it comes to appreciation and recognition of the health care system, it is necessary to improve different interfaces and structures in order to take these values adequately into account [80] . This ranges from individual personal attitudes to general regulatory frameworks and structures. The importance of specialization and division of labor in surgery has already been described by the philosopher Immanuel Kant: 'All crafts and arts have gained by division of labor, in which not one does everything, but each one is confined to certain works in order to do so more perfect and to do it with greater ease. Where the works are not so distinguished and distributed, where everyone is a jack of all trades, the trades are still in the greatest barbarism' [81] .
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